Background: Trocar-site hernia (TSH) is an uncommon complication following laparoscopic surgery and a potential cause of significant morbidity if bowel incarceration or strangulation occurs. Lateral trocar sites are intrinsically less susceptible to hernia development and traditionally do not mandate fascial closure. We present an unusual case involving an incarcerated TSH from a 12-mm right lateral port after robotic prostatectomy. Case Presentation: The patient is a 76-year-old man with localized intermediate risk, high-volume prostate cancer who underwent a robot-assisted, laparoscopic prostatectomy. He developed generalized malaise and no flatus or bowel movements at 7 days postoperatively. Cross-sectional imaging revealed small bowel dilatation with a transition point along the right lateral 12-mm trocar site. A minilaparotomy (extension of lateral port incision) confirmed incarcerated but viable small bowel. This was reduced and fascia closed without surgical resection. Conclusion: While rare, TSH is an important clinical entity to recognize after minimally invasive surgery. It is critical to properly review trocar technique and maintain a low threshold for close postoperative follow-up, if there is clinical concern for a trocar hernia.
Introduction and Background
T rocar-site hernias (TSH) are uncommon, but potentially a source of major complications following laparoscopic surgery. The estimated incidence of TSH is low, ranging from 0% to 5.2%, and the majority of hernias located along the umbilicus. 1 Lateral trocar sites are intrinsically less susceptible to hernia development due to coaptation of flank musculature traditionally do not mandate fascial closure. In this case report, we present the case of a 76-year-old male who underwent robot-assisted, laparoscopic prostatectomy for intermediate-risk, largevolume, and clinically localized prostate cancer, complicated postoperatively by an incarcerated hernia along the 12-mm right lateral trocar site requiring operative bowel reduction and closure.
Case Presentation
A 76-year-old Caucasian man with body mass index (BMI) of 32 and diabetes mellitus underwent a complicated robotassisted laparoscopic prostatectomy for Gleason 4 = 3 = 7, pT3bN0Mx prostate cancer with 17 lymph nodes removed. No intraoperative issues were noted with any of the trocar sites. Seven days following the procedure, he presented to the Emergency Department with generalized weakness, decreased oral intake, absence of flatus, obstipation, and no bowel movements for 72 hours. On triage assessment he was hypotensive, tachycardic, and tachypneic, but without appreciable peritoneal signs such as rebound tenderness or abdominal guarding. His initial hypotension and tachycardia improved with 2 L IV fluid resuscitation. Laboratory studies revealed acute kidney injury with elevated creatinine to 3.0 (baseline 0.9), mild elevation of liver function tests, lactic acid level of 12, and a normal hemoglobin level. Noncontrast abdominopelvic CT scan identified a significantly distended stomach as well as small bowel dilatation with a transition point along the right lower quadrant abdominal wall at his 12-mm right lateral trocar site (Fig. 1) . On physical examination, there was no palpable bulge or overlying erythema along the healing right lateral incision.
The patient was transported to the operating room and a 4 cm minilaparotomy was performed over the right lateral incision in conjunction with the general surgery service. On exploration, the incarcerated small bowel loop was identified, visually hyperemic, but otherwise viable. This was easily reduced without resection and the right lateral wall defect was closed primarily. Postoperatively, the patient was diagnosed with a left lower lobe pneumonia based on clinical findings and consolidation on chest x-ray. His bowel function ultimately normalized and he was discharged to home on postlaparotomy day 8. Patient has recovered well since then with PSA 3 months postprocedure being undetectable. Discussion TSH is a rare complication following laparoscopic surgery. Limited data demonstrate an incidence between 0.4% and 0.9% after robotic prostatectomy.
2 TSH may be a consequence of technical factors, such as trocar design, port location, or fascial closure, and/or patient-related factors, including age, BMI, or wound infection. 3 Most laparoscopic surgeons now use bladeless, radiating trocars to decrease complications by penetrating muscle layers via a splitting process rather than cutting. 2 Closing lateral port site fascia after using bladeless trocars is a controversial topic. Theoretically, the multiple layers of lateral flank musculature should coapt upon removal of trocars. Although some studies advocate that not closing fascia is safe and effective when using bladeless trocars, there have been several reports of incisional hernias after their use. 2 TSH incidence increases with trocar size, with 12-mm trocars having the greatest risk. 1 Traditionally fascial closure was only done for 12-mm periumbilical ports as these are the primary sites of trocar hernias after laparoscopic procedures. 1 Regarding robotic prostatectomy, Kang et al. reviewed 498 patients where only the fascia of the 12-mm umbilical port site was closed and noted that there were no right lateral 12-mm trocar hernias. 4 Conversely, Chiong et al. retrospectively reviewed 1055 patients who underwent laparoscopic urologic surgery and found that out of the 7 hernia cases reported, 6 were located at the 12-mm lateral port sites, and specifically, all 4 incisional hernias from patients undergoing robot-assisted laparoscopic prostatectomy involved the 12-mm lateral port sites. 2 While a rare occurrence, the available literature and this patient experience influenced our technique to close all 12-mm trocar sites, regardless of location. Ultimately, in an effort to prevent trocar hernia formation and subsequent complications, it is critical to properly review trocar technique and maintain a low threshold for close postoperative follow-up, if there is clinical concern for a trocar hernia.
Conclusion
We report a case of an incarcerated hernia from a 12-mm lateral port site in a 76-year-old male after robot-assisted, laparoscopic prostatectomy. TSH is a potential cause of significant morbidity if incarceration or strangulation occurs. Ultimately, in an effort to prevent trocar hernia formation and subsequent complications, it is critical to properly review trocar technique and maintain a low threshold for close postoperative follow-up if there is clinical concern for TSH development.
